Rapid correction of hyponatremia is frequently associated with increased morbidity and mortality. Therefore, it is important to estimate the proper volume and type of infusate required to increase the serum sodium concentration predictably. The major common management errors during the treatment of hyponatremia are inadequate investigation, treatment with fluid restriction for diuretic-induced hyponatremia and treatment with fluid restriction plus intravenous isotonic saline simultaneously. We present two cases of management errors. One is about the problem of rapid correction of hyponatremia in a patient with sepsis and acute renal failure during continuous renal replacement therapy in the intensive care unit. The other is the case of hypothyroidism in which hyponatremia was aggravated by intravenous infusion of dextrose water and isotonic saline infusion was erroneously used to increase serum sodium concentration.
Introduction
Hyponatremia is the most common electrolyte disturbance encountered in clinical practice, with a prevalence up to 15% in a general hospital population 1) . Hyponatremia in critically ill patients can cause significant morbidity and mortality. Inappropriate treatment of hyponatremia can make the matters worse. The diagnosis and management of salt and water abnormalities in critically ill patients is often challenging. A systematic approach by clinicians, using a detailed history, physical examination, and relevant diagnostic tests, will assist in efficient management of salt and water problems 2) . The management of hyponatremia is not a simple theme because of the difficulty of the assessment of each patient's volume status evaluation.
Clinical judgment and laboratory investigations are important to help elucidate a diagnosis.
The major common management errors during the However, special attention should be paid when this equation is used in patients with hyponatremia due to extracellular volume depletion after euvolemia's restoration and primary polydipsia in order to avoid rapid correction of hyponatremia 7) .
Under normal conditions, total body water is 50 or 60% of lean body weight in women or men, respectively. Therefore, to raise the plasma Na The risk of correcting hyponatremia too rapidly is the development of the osmotic demyelination syndrome (ODS). This is a neurologic disorder characterized by flaccid paralysis, dysarthria, and dysphagia.
The diagnosis is suspected clinically and can be confirmed by appropriate neuroimaging studies. There is no specific treatment for the disorder, which is associated with significant morbidity and mortality. .
In summary, the most important therapeutic guidelines for the restoration of acute and severe hyponatremia should aim for gradual correction, i.e., by 10
to 12 mmol/L within 24 h and 20 mmol/L within 48 h.
Water restriction is also an important component of the therapeutic approach to hyponatremia associated with primary polydipsia, renal failure and SIADH.
Water restriction should not usually be indicated for the diuretic-induced hyponatremia or for the hypovolemic hyponatremia.
